This study was to determine the cost of providing health services in Nyenga Hospital in the FY 2012/2013. The main objective of the study was to establish the cost of providing a unit output of a service in Nyenga hospital and the specific objectives were to; determine the total cost of providing services; determine the average cost per unit output and determine the average cost recovery per cost service charged in the FY 2012/13.
Methodology Study Design
The study was a retrospective descriptive costs analysis study using a step down accounting methodology (Shepard 1998 ). The cost of providing health services in Nyenga in the financial year 2012/2013 was determined using relevant data from 1st July 2012 to 30th June 2013. This period of study was chosen because Nyenga Hospital had already reported on the activities for this financial year and the data was likely to be available.
A step-down cost accounting method as described by Shepard and others in 1998 and by Conteh and Walker in (2004) was used (Shepard et al., 1998; Conteh and Walker, 2004) .
Scope of Study
All the services provided in Nyenga hospital for the period of study were studied. These included; inpatient, outpatients, laboratory services, preventive, supportive and promotive services, excluding those not directly under the provision of health care services of the Hospital for example the training school and school health programs.
Buildings, equipment, drugs and other assets not used in the production of the services in the specified period of study were not costed as they were taken not to have been consumed.
Cost incurred during in service staff development were included in this costing study.
Considerations Cost centers
Cost centers were taken as units of activity within the hospital that consume resources to produce or to contribute to the production of outputs and for which costs can be calculated. They were classified as overhead, intermediate and final cost centers. 
Determination of Direct Costs per Cost Center

Personnel costs
The actual salaries, all fringe benefits and allowances were considered and annualized.
The salaries and benefits of volunteers and expatriates were computed at the rate of hiring a local person for that post. The reason being that at times it might even be difficult to establish the true emoluments of these expatriates and they are not normally in line with the local salary rates and benefits. In addition, their rates are usually highly outrageous as compared to the local rates.
Salaries for Medical personnel who work in more than one department of the hospital were apportioned using the duty rosters present at each department. And where duty rosters were not available, time motion sheet were used to determine the proportions of time spent doing a particular activity and the salary apportioned accordingly.
Medicines & Sundries
The total value of medicines & sundries was established from the total purchase invoices for the period of time under the study and costed directly to the wards and department on the basis of consumption. Assumption was made that all the drugs and sundries received during the financial year under study were consumed in the same period. The opening stocks and the closing stocks were considered in determining actual amount expended in the financial year under study.
Buildings
The hospital plans were used in the determination of the cost the cost of the buildings. However, in absence of the plan, the cost of the building was established by first measuring the square meter area and multiplied by the estimated present cost of constructing a square meter area and finally annualized at a given rate of (Buildings expected useful life 30years, at real interest rate of 3%).This useful life span and rate was adopted as it has already been used in other cost studies. This enhances comparability of the findings Guisti et al., 2004) The shared buildings were apportioned according to the fraction of the space area under use by each or fraction of time. The cost per square meter was estimated at UGX.1,000,000/=(400 USD) for permanent buildings and the fence at 150,000/=(60 USD) per meter length (Ministry of Works Housing, Transport and Communication, and Nyenga Engineering Department estimates was adopted).For storeyed buildings, the cost of building the ground floor was taken to be the cost of each subsequent floors.
Equipment, Furniture & Motor Vehicles
The inventory data was used to determine the types and the number of equipment in each cost center. The replacement value of equipments for each cost center was adduced from the asset records, average catalog prices of Joint Medical Stores, National Medical Stores and NACME where applicable.
These costs were the annualized to determine the value expended in one financial year. The heavy equipment like Xray, Ultra Sound Scan, Operating tables, Dental chairs, Autoclaves, Drug cupboards and Furniture is hoped to have a useful life of 10 years and an interest rate of 3% was used.
The motor vehicles and the light/portable equipment were considered to have a useful life span of 5 years and an interest real rate of 3% and were apportioned on the basis of usage if not specific to the cost centre. These useful life spans were adopted from other costing studies Guisti et al., 2004) For vehicles donated the current market value of replacement was used.
In calculating the annualization factor, a real interest rate of 3% was used in all related considerations as suggested by Shepard and others so as to ease comparison with other studies internationally (Shepard et. al, 1998 ).
Maintenance of Medical and Non medical Equipment
Costs of maintaining the equipment in the respective cost centers was determined from review of relevant records and interviews.
Utilities
These included electricity, water, and telephone. The costs were as per consumption.
Results
Determination of Total Costs per Cost driver and Cost Centre
This was done by first identifying the key cost drivers and the facility cost centers and outputs. 
Determination of the Average Unit Costs
Two scenarios were considered namely the average unit cost under total cost and under recurrent expenditure only. reported to have been done in the whole year, however just an increase of one major operation per day would reduce the unit cost by more than ten times. The average cost of the minor operations which were mainly safe male circumcision was 9,483 Ugx (3.8USD). See table 4 above. On average the average cost of an inpatient day in the hospital was 39,216 Ugx (15.7 USD). Female and general ward had the highest average unit cost of 59,999 Ugx (24 USD) per inpatient day with paediatric ward having the lowest at 25,353 Ugx (10.1 USD).
Scenario One: Average Unit Cost under Total Cost
Scenario Two: Average Unit Cost with Re Current Expenditures Only
In this scenario only the costs of human resources, medicines and sundries, maintenance and utilities were considered. The cost of infrastructure and medical equipments were excluded
The highest average cost was still the major operation at 1,307,997 Ugx( 523.2 USD). Overall there is a minimal reduction of the costs across the cost centres and unit out puts with highest being in the radiology cost centre of about 30%. (Table 6 ). As shown in table 7 on average the overall contribution of re current cost is over 75% in all the cost centres and the highest being in the HIV clinic with 94%. This implies human resources and medicines are the major cost drivers of health care services. The average charges/prices are charged to patients in the hospital was used to determine the level of cost recovery in the two scenarios.
Under the total cost scenario there were only surpluses in the OPD visit of only 963 Ugx (0.4 USD) per visit on average, 12,012Ugx (4.8 USD) on minor operations and 48,227Ugx (19.3 USD) on average on caesarean sections. Otherwise all the rest were on a deficit at different rates/ percentages. Table 10 shows overall shows a very low cost recovery even when only the recurrent expenditures are considered. However, there is an increase in surplus under the OPD visit by about 1,300 Ugx (0.5 USD), and a full cost recovery from laboratory.
Discussion
The results show an overall low cost recovery and this means without development partner support or the government the services under private not for profit may not be sustainable and this may also have an effect on quality of services provided. The high cost per major operation is basically because of the lower utilization of the services as outputs are a factor in the magnitude of an average cost.
Recommendations
1. Use of this information to justify need for more financing other than user fees to government and other development partners. 2. Adoption of a flat rate for all services in OPD as this will enhance certainty. 3. Since the theatre is underutilized the facility should consider revising the charges downwards and benefit from increased utilization and economies of scale and consider employing a surgeon. 4. Efficiency gain measures in terms of medicines selection and prescriptions should be implemented in attempt to reduce costs. 5. Government should increase support to the facility if it has to remain providing quality services at a low cost
